In the 1950s, the public defined mental illness in much narrower and more extreme terms than did psychiatry, and fearful and rejecting attitudes toward people with mental illnesses were common. Several indicators suggest that definitions of mental illness may have broadened and that rejection and negative stereotypes may have decreased since that time. Howevev, lack of comparable data over time prevents us from drawing firm conclusions on these questions. To address this problem, the Mental Health Module of the 1996 General Social Survey repeated a question regarding the meaning of mental illness that was first asked of a nationally representative sample in 1950. A comparison of 1950 and 1996 results shows that conceptions of mental illness have broadened somewhat over this time period to include a greaterproportion of non-psychotic disorders, but that perceptions that mentally ill people are violent or frightening substantially increased, rather than decreased. This increase was limited to respondents who viewed mental illness in terms of psychosis. Among such respondents, theproportion who described a mentally ill person as being violent increased by nearly 2 1/2 times
. We discuss the possibility that there has been a real move toward acceptance of many forms of mental illness as something that can happen to one of "us," but that people withpsychosis remain a "them" who are morefeared than they were halfa century ago.
In the 1950s, social scientists began to nesses. What they learned was not heartening. address questions concerning how the lay pub-Early studies found that, not only was the public understood mental illness and how they lic's orientation to mental illness largely uninreacted to people who suffered from such ill-formed by the current psychiatric thinking of the day, but public conceptions were suffused with negative stereotypes, fear, and rejection. Regarding public conceptualizations of mental illness, Star (1952 Star ( , 1955 , based on interviews with over 3,000 Americans, concluded that there was a strong tendency for people to equate mental illness with psychosis and to view other kinds of emotional, behavioral, or personality problems in non-mental health terns-as, "an emotional or character difference of a non-problematic sort" (Star 1952:7) . According to some authors, it was because mental illness was defined in such narrow and extreme terms that the public feared, rejected, and devalued people with mental illnesses (Star 1952; Crocetti, Spiro, and Siassi 1974; Gove 1982) . Regardless of the source of these negative attitudes, their presence was well documented. Nunnally (1961) , for example, found that people were more likely to apply a broad range of negative adjectives such as "dangerous," "dirty," "~014""worthless," "bad," "weak," and "ignorant" to a person labeled as "insane" or "neurotic" than to an "average" person (p. 46). Similarly, Star (1952 Star ( , 1955 found that many Americans, in using their own words to describe their understanding of the term "mental illness," included characteristics such as dangerousness and unpredictability. Cumming and Cumming (1957) , studying two communities in Saskatchewan, found that most people preferred to avoid close personal contact with someone who had been mentally ill and that the researchers' efforts to change those attitudes were met with anxiety and hostility. Not surprisingly, Yarrow, Clausen, and Robbins (1955) found that fear of stigma was a serious concern for wives of psychiatric patients.
The public's negative orientations toward mental illness also extended to the professionals who treated it. Nunnally (1961) found that the public evaluated professionals who treat mental disorders significantly more negatively than those who treat physical disorders. Star (1957) found that the idea of consulting psychiatrists enjoyed little public endorsement, with few people knowing anyone who had consulted a psychiatrist or who they thought might be helped by a psychiatrist. As one respondent bluntly put it: "I don't think I'd have to go to anybody to tell me I was crazy, hold my hand and talk to me for twenty dollars an hour. . . If they didn't have any more sense than to go to a psychiatrist they ought to be put in a nut house" (Star 1957:3) .
These findings were discouraging to mental health professionals and researchers for several reasons. They implied that public education efforts regarding mental illness had produced little effect. They implied that persons identified as mentally ill might suffer extreme rejection and stigmatization. And they implied that many people would fail to seek mental health treatment that might benefit them.
As we enter the new millennium, however, there are reasons to believe that orientations toward mental illness may have changed-perhaps dramaticaily-since these early studies were conducted. The clearest change is that many more people now seek mental health treatment. Whether measured in terms of population surveys of self-reported help-seeking (Veroff, Kulka and Douvan 198 1; Regier et al. 1993; Kessler and Zhao 1999) or in terms of facility-based records of service utilization (Manderscheid and Henderson 1998) , the data suggest that the rate of utilization of professional mental health services has at least doubled and maybe tripled, between the 1950s and today. These trends indirectly suggest that the public has come to think differently about mental illness-that they now define a broader array of problems in mental health terms and that there is less stigma attached to these problems and their treatment. It is difficult to imagine such dramatic increases in utilization in the absence of such changes.
There is also more direct evidence for changes in public beliefs and attitudes. Regarding lay definitions of mental illness, several studies employing the "Star vignettes" (Star 1955) in which a respondent is presented with a description of a person meeting criteria for a particular psychiatric disorder and is asked how likely it is that the person has a "mental illness" have shown a fairly clear trend toward increased identification of the vignettes as instances of mental illness (Cumming and Cumming 1957; Dohrenwend, Bernard, and Kolb 1962; Crocetti and Lemkau 1963; Meyer 1964; Dohrenwend and Chin-Shong 1967; Bentz, Edgerton, and Kherlopian 1969; Brockman and D'arcy 1978; Link et al. 1999) . Veroff et al. (1 98 1) found an increase between 1957 and 1976 not only in reports of actual help-seeking but also in hypothetical "readiness for self-referral," suggesting that increased utilization reflects, at least in part, both a greater tendency to view emotional or behavioral problems as something that a mental health professional might be able to help with and a greater willingness to seek such help. These authors also found-and interpreted as evidence for reduced stigma-an increasing congruence between respondents' endorsement of mental health treatment for someone else facing an unmanageable crisis and their willingness to seek such help themselves. Voluntary disclosures of mental health problems by public figures (e.g., journalist Mike Wallace and author William Styron) in recent years also suggest a diminishing fear of stigma. Finally, some researchers have concluded from reviews of studies conducted in the 1950s and 1960s that both social distance and negative stereotypes regarding people with mental illnesses abated over that time period (Gove 1982; Crocetti et al. 1974 Thus, there are indications that substantial changes in public orientations to mental illness may have taken place since the 1950s. But the evidence is not firm. While the increase in service utilization is unquestionable, the extent to which changes in conceptions and attitudes account for this increase is not clear. The conclusions that can be drawn from more direct empirical evidence on beliefs and attitudes are limited by incomparability of the studies conducted at different time ~oints. These studies have varied in the populations they have sampled and-particularly for the issue of stigma-in the questions they have asked of study subjects (Belson 1957; Bentz, Edgerton, and Miller 1969; Blizzard 1970; Brockman and D'arcy 1978; Crocetti and Lemkau 1963; Crocetti et al. 1974; Cumming and Cumming 1957; Dohrenwend 1966; Dohrenwend and Chin-Shong 1967; Dohrenwend et al. 1962; Edgerton and Bentz 1969; Elinson, Padilla, and Perkins 1967; Lemkau and Crocetti 1961 ; Link et al. 1999; MacLean 1969; Meyer 1964; Olmsted and Durham 1976; Phillips 1964; Purdue University 1959; Rootman and Lafare 1965; Star 1952 Star , 1955 .
The Mental Health Module of the 1996 General Social Survey (GSS) presented the opportunity to address this limitation by collecting data on conceptions of mental illness that would be directly comparable to those gathered in earlier research. By repeating questions from an earlier study that used a similar methodology and sanlpling frame, it would be possible to make direct comparisons of beliefs and attitudes over time. Star's (1952 Star's ( , 1955 open-ended question asking respondents to define the concept of mental illness was chosen as the one best suited for this purpose. Not only did Star's study use face-to-face interviews with a nationally representative sample, like the GSS, but it was also conducted by the same organization: the National Opinion Research Center (NORC). A random sample of Star's original interview schedules is archived at NORC, allowing the 1950 and 1996 responses to be coded in a consistent manner. Diagnostic categories and criteria have changed significantly since the 1950s (American Psychiatric Association 1952; . This would cause problems of comparability over time if conceptions of mental illness were assessed by presenting a set of symptoms or behaviors that match current diagnostic groupings and eliciting respondents' reactions, as is the case with the more widely used "Star vignettes." Because our open-ended question elicits definitions of mental illness from the respondent rather than presenting them to him or her, changes in psychiatric nomenclature were not problematic. ' Stigma has typically been measured in terms of social distance (Owen, Eisner and McFaul 1981) or of negative images and stereotypes (Star 1952; Nunnally 1961; Olmsted and Durham 1976) . Our question asks about respondents' conceptions of mental illness and is not well suited to assess social distance. However, negative images and stereotypes are an integral part of individuals' definitions of mental illness, and we use these negative images as an indicator of stigma. Specifically, we look at mentions of violence and other potentially frightening characteristics such as instability and unpredictability. While social distance is not measured directly, perceptions of dangerousness have been shown to be an important factor underlying the desire for social distance from people with mental illness (Link et al. 1987; Link et al. 1999) .
In this paper, we assess whether apparent changes in public orientations toward mental illness are reflected in people's self-stated descriptions of mental illness. Specifically, we assess whether definitions have broadened to include a greater proportion of less serious (i.e., non-psychotic) disorders2 and whether there has been a lessening of fearful imagery surrounding mental illness. We also assess the association between these two variables, testing the notion (Star 1952; Crocetti et al. 1974; Gove 1982 ) that fear and negative attitudes are tied to psychosis and that attitudes toward mentally ill people improve when public definitions of mental illness broaden to include a more diverse set of problems. By this thinking, if definitions broaden over time. fearful imagery should also decline. If this proves to be the case, a further question can be asked: Are positive changes in attitudes limited to persons with n~n -~s~c h o t i c disorders, or does greater tolerance for a broader overall concept of mental illness feed back to soften negative attitudes toward people with psychosis as well? That is, does the inclusion of less serious disorders change the whole gestalt of "mental illness," rendering it more acceptable and less frightening, or does this broadening create two subgroups that elicit distinct reactions?
Finally, if there has been movement toward more broadly inclusive and less stereotyped conceptions of mental illness, one possible explanation is the sociodemographic transformation of the U.S. population over the last half of the twentieth century. Socioeconomic status, urban residence, and racelethnicity have all been shown to be associated with conce~tions of mental illness, attitudes toward people with mental illness and general tolerance (Abrahamson and Carter 1986; Phelan et al. 1995; Kiecolt 1988; Cumming and Cumming 1957; Dohrenwend and Chin-Shong 1967; Freeman 1961; Parra 1985; Star 1952 Star , 1955 Westbrook, Lege, and Pennay 1993) , and the distribution of each of these variables has changed markedly since 1950. We therefore test the hypothesis that changes in conceptions of and attitudes toward mental illness are in part mediated by increased socioeconomic status-particularly education-and by increased urbanicity.
METHODS

Sample and Procedure
The Star survey. Star used a modified areaprobability sample of U.S. residents. We have located little written documentation of the sampling method. However, Jacob Feldman, a sampling statistician at NORC at the time, recalls that the sample entailed multi-stage random selection down through the block level and quota sampling of respondents within the randomly selected block^.^ Face-to-face interviews of approximately 1 112 hours were conducted with 3,529 adults (age 21 or older) by NORC in May and June of 1950. Most of the original interview schedules were eventually discarded, but a randomly selected one-tenth of them remain archived at NORC, resulting in a sample of 352 for the current study. Excluding non-responses and non-codable responses resulted in a sample of 337 for analysis of syndromelproblem categories and a sample of 335 for analysis of symptoms/manifestations (see below).
The GSS. The 1996 General Social Survey, conducted by NORC (Davis and Smith 1996) , used a full probability sample of Englishspeaking persons 18 years of age or over4 living in non-institutional arrangements within the United States. The response rate was 76.1 percent. Interviews of approximately 1 112 hours were conducted face-to-face between March and May of 1996. The question we analyze was asked of a random sub-sample of 710 respondents. Excluding non-responses and non-codable responses results in a sample of 653 for analysis of syndromeslproblem categories and a sample of 622 for analysis of symptoms1 manifestations (see be lo^).^
Dependent Variables
The dependent measures are derived from answers to the following open-ended question, asked in 1950 and 1996: "Of course, everyone hears a good deal about physical illness and disease, but now, what about the ones we call mental or nervous illness . . . When you hear someone say that a person is 'mentally-ill,' what does that mean to you?" If respondents' answers were unclear or incomplete, the following prompts were used: (I) "How would you describe a person who is mentally-ill?" (2) "What do you think a mentally-ill person is like?" (3) "What does a person like this do that tells you he is mentally-ill?" (4) "How does a person like this act?" Because we were concerned that social change might affect not only public responses but the coding process as well, all open-ended questions from the Star and GSS surveys were coded by the same individuals using the same procedures. Star's codebook is archived at NORC, and we used her coding categories and definitions to code responses to both surveys. To address our questions regarding conceptions of mental illness and stigma, two variables were coded: (I) specific symptoms and manifestations of mental illness as described by respondents, and (2) broader syndromes or problem categories into which the symptoms and manifestations can be grouped.
Symptoms/manifestations. These are specific forms of behavior or experience the respondent mentions as being indicative of mental illness. In all, there are 97 symptom/manifestations codes. Up to three symptoms were coded for each respondent. In the present analysis, we report on the following symptomslmanifestations: extreme /excessive, unstable, unpredictable, uncontrolled, irrational, and violent. Violence included mentions of violent sex crimes, homicidal tendencies or impulses, suicidal tendencies, violence against property, and unspecified forms of violence.
Syndromes/problem categories. These are more general categories of syndromes or types of problems that respondents associate with mental illness. If a respondent desc~ibed behavior consistent with more than one category, up to three categories were coded. The categories and coding criteria are as follows.
Psychosis was coded when the respondent mentioned symptoms indicating breaks with reality (e.g., "person not completely in reality," "lives in his own world," "imaginary friends"). Mentions of bizarre behavior (e.g., "wanders off for days, comes back partially dressed") characteristic of psychosis and use of colloquial terms such as "nuts," "deranged," "crazy," or "out of his mind" were also coded as psychosis. In addition, psychosis was subtyped as violent if the respondent also mentioned one or more of the violent behaviors or tendencies indicated under violent symptomslmanifestations.
Anxietv/mood nroblems combines Star's original codes of neurasthenic neurosis, other neurosis, and acute nerve storms or tensions. This category was coded if a respondent mentioned anxiety or depressive symptoms (e.g., "appear worried or anxious all the time," "depressed"), extreme or labile emotions (e.g., "emotional ups and downs," "angry"), social withdrawal (e.g., "stay to themselves"), compulsive behavior, inability to function or take care of oneself (e.g., "can't cope with reality and function"), physical malaise or collapse, or if respondents referred to an "emotional problem."
Social deviance was coded when respondents made non-specific references to abnormal or strange behavior (e.g., "not normal behavior," "difficulty fitting in with society," "strange"). Also included are more specific mentions of deviant behavior (e.g., "urinates in public"), mentions of abnormal appearance (e.g., "look derelict-clothes in rags"), substance problems, sexual deviations, and criminal or delinquent behavior.
Mental deficiency/cognitive impairment refers to problems with thinking and reasoning (e.g., "slow in thinking," "cannot reason," "can't handle money"), as well as cognitively based difficulties with coping and functioning (e.g., "could not make good decisions for himself," "one who is not able to do for himself," "does not have the capacity to function normally in everyday life").
Other non-psychotic problems includes a wide range of problems and syndromes that included no references to psychosis but were not clear enough to classify further (e.g., "unbalanced in his thinking-one decision for him is about as important as another," "chemical imbalance," "borderline nervous breakdown," "life is getting away from them," "reactions disproportionate," "mental or brain disorder," "psychological problem").
Two of these categories (psychosis and mood/anxiety problems) correspond quite closely to broad psychiatric diagnostic groupings, as defined by the Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association 1994). The other three categories correspond less directly with DSM-defined mental disorders. Mental dej?ciency/cognitive impairment includes both clear-cut indications of mental retardation and other manifestations (e.g., difficulty making decisions) that may not indicate mental retardation. Social deviance includes manifestations of antisocial personality disorder and substance-related disorders but is a broader category that also includes descriptions of "abnormal" or "strange" behavior that do not obviously correspond to any psychiatric category. Similarly, other non-psychotic is a heterogeneous category that does not correspond clearly with any particular psychiatric diagnosis.
Coding of dependent variables. Each verbatim response was coded independently by two of three persons trained to code all the openended material from the Mental Health Module. The coders had clinical training and master's degrees in psychology. Coders' questions were discussed with the first author. Reliability was assessed using Cohen's (1 960) kappa, a measure of agreement corrected for chance expected agreement. Kappa values are 0 when raters agree no more than would be expected by chance and 1 when agreement is perfect. In this study, kappas were computed for agreement between the two raters as to the presence or absence of the four ratings most relevant to our central questions: Kappa was .96 for psychosis, .93 for violent psychosis, .95 for dangerousness, and .89 for frightening symptoms excluding violence (i.e., extremelexcessive, unstable, unpredictable, uncontrolled, irrational), indicating excellent reliability.
Independent variables
The primary independent variable is year of interview (1950 or 1996) . We also measure several sociodemographic variables that we hypothesized might mediate changes in conceptions and attitudes over time.
Education, in the Star survey, was measured in terms of seven categories, ranging from no formal schooling to completion of college. In the GSS, it was measured in terms of five categories, ranging from less than high school to graduate education. We used these categories for analyses restricted to one time point. For analyses involving both time points, we created a third education variable: (1) less than high school; (2) high school; (3) some college; and (4) college degree.
Family income, in the Star survey, was measured in terms of nine categories, ranging from under $500 to $10,000 and over. In the GSS, it was measured in terms of 21 categories, ranging from under $1,000 to $75,000 or over. For both surveys, we used the midpoints of the categories. The lowest and highest categories were coded, respectively, $3,750 and $13,330 (Star) and $750 and $100,000 (GSS). For analyses involving both time points, we created a variable in which Star values were unchanged but GSS values were divided by 6.53 to correct for inflation (U.S. Bureau of the Census 1997).
Community size, in the Star survey, was based on respondent self-report, measured in terms of five categories: (5) metropolitan district over 1,000,000; (4) metropolitan district under 1,000,000; (3) cities of 2,500 to 50,000; (2) towns under 2,500; and (1) farm. In the GSS, community size was based on Census data for respondents' place of residence and was measured in terms of ten categories. Six categories are for places within Standard Metropolitan Statistical Areas (SMSAs): (1 0) central cities over 250,000; (9) their suburbs; (8) their unincorporated areas; (7) central cities between 50,000 and 249,999; (6) their suburbs; and (5) their unincorporated areas. The other four categories are for places outside SMSAs: (4) cities between 10,000 and 49,999; (3) towns and villages between 2,500 and 9,999; (2) unincorporated areas between 1,000 and 2,499; and (1) open country within larger civil divisions. For analyses involving both time points, we created an additional variable: (3) large metropolitan district (comprising Star categories 4 and 5 and GSS categories 5 through 10); (2) small cityltown (Star category 3 and GSS categories 3 and 4); and (1) rural area (Star categories 1 and 2 and GSS categories 1 and 2).
The Star survey categorized race as white or non-white, and we used these categories for the GSS as well. Table 1 reports sociodemographic characteristics for both samples as well as the 1950 and 1990 Censuses. First, comparing the Star and GSS samples, several differences should be noted. Mean age was slightly lower in 1996 (partly because the GSS included a small number of 18 to 20 year olds whom Star excluded), and there was a somewhat higher proportion of women in 1996. Larger differences are observed for race, educational attainment, family income, and community size. The percentage of non-white respondents rose from 10.7 in 1950 to 18.1 in 1996. Most striking is the increase in levels of formal education-in 1950, only 37 percent of the sample had a high school diploma, as compared to 85.3 percent in respondents with data from the corresponding 1996. Similarly, the percentage of respondents Census, it can be seen that both surveys reprewho had graduated from college rose from 8.7 sented the U.S. population at the time of survey in 1950 to 26.4 in 1996. Median income rose reasonably well. The correspondence is particfrom $2,500 to $37,502. Even after adjusting ularly impressive for the Star survey, with the for inflation, median real income more than NORC sample and Census including nearly doubled-to $5, 743-between 1950 and 1996 . identical percentages of women, whites, and The size of the communities in which respon-persons with less than a high school education. dents lived also increased substantially, with The largest discrepancy is for family income, the proportion of respondents living in large with a median value of $2,500 for Star and metropolitan districts increasing from just over $3,073 for the Census. Given the scarcity of half in 1950 to more than three-quarters in surviving documentation of the Star sampling 1996, and the percentage of respondents living procedures and the fact that the sampling in rural areas decreasing from over 30 percent method included a combination of probability to less than ten percent. and quota sampling, the overall corresponComparing the characteristics of the survey dence of the Star survey to Census data is particularly reassuring and provides clear evidence of the high quality of the sample. Whereas the Star survey was conducted in the same year as the Census, the 1996 GSS was conducted six years after the nearest Census, so that the correspondence between the latter two cannot be expected to be as close. Nevertheless, the GSS sample characteristics are reasonably consistent with those of the Census. The largest discrepancies are for gender and educational attainment. Women are overrepresented (56.2% in the GSS vs. 51% in the Census), and those with less education are underrepresented (14.7% in the GSS vs. 24.8% in the Census have less than a high school education). While these discrepancies might in part reflect the six-year difference between the administration of the Census and the GSS, women and people with higher socioeconomic status are often overrepresented in contemporary social surveys. Both surveys somewhat overrepresent people between the age of 25 and 54, relative to older people.
All of our core results will be adjusted for sociodemographic characteristics, and interactions between year of interview and each characteristic will be assessed.
RESULTS
Changes in Definitions of Mental Illness
Our first question is whether public conceptions of mental illness have broadened to include a greater proportion of non-psychotic syndromes and problems. Table 2 reports the frequency with which each syndrome was represented in descriptions of mental illness in 1950 and 1996. Because up to three categories were coded per respondent, percentages in a given year sum to more than 100 percent. Table 2 indicates that the percentage of The percentage of respondents referring to social deviance increased from 7.1 percent to 15.5 percent (p < .001). References to mental deficiency/cognitive impairment increased from 6.5 percent to 13.8 percent (p < .001), and references to other non-psychotic problems increased from 7.1 percent to 20.1 percent (p < .001).
Because of the large increases in the potentially heterogeneous categories of mental deJiciency/cognitive impairment, social deviance, and other non-psychotic syndromes, it is of interest to know what specific symptoms and manifestations may be accounting for those increases. We cannot answer this question precisely because, for many respondents, there are multiple symptom codes and multiple syndrome codes, and we cannot say with certainty which symptoms led the coders to enter which syndrome codes. For example, if a particular response was coded with syndromes of mental deJiciency/cognitive impairment and other Star GSS 1950 1996 (N= 337) (N= 653) The increases in social deviance and other non-psychotic syndromes seem to be largely accounted for by symptomslmanifestations whose correspondence with psychiatric diagnostic categories is ambiguous. Among respondents with syndrome codes of social deviance, the symptomlmanifestation that increased the most was socially deviant behavior (increasing from 2.1% of the total sample in 1950 to 8.8% in 1996), followed by disordered, abnormal, unspeczfied (increasing from 2.7% to 6%), and incompetent (increasing from iess than 1% to 2.8%). For other non-psychotic syndromes, the symptomslmanifestations that increased the most were irrational (increasing from 0 to 5.2%) and disordered, abnormal, unspeclJied (increasing from 2.7% to 8.1%), followed by impaired judgment (increasing from 0 to 3.4%) and functional impairment (increasing from 0 to 2.9%).
Respondents' Descriptions of Mental Illness
To summarize the findings relating to our first question: Public definitions of mental illness have indeed broadened beyond psychosis to some degree. It is not clear to what extent this indicates an increased correspondence between public and psychiatric conceptions of mental illness or the influence of psychiatric definitions on public ones. On the one hand, a good deal of the change is toward descriptions that do not correspond directly to specific psychiatric diagnostic categories (e.g., social deviance or impaired judgment). On the other hand, the greater breadth per se of the public's current image of mental illness is more consistent with traditionally broader psychiatric definitions and is also consistent with the general thrust of changes to the DSM over the years, which has seen a proliferation of increasingly diverse disorders.
Changes in Perceptions of Dangerousness and Other Frightening Characteristics
Our second question is whether perceptions of dangerousness and related characteristics like unpredictability and instability have decreased. Table 3 
Relation Between Definitions of Mental Illness and Perceptions of Dangerousness
Our third question is whether people who define mental illness more broadly (i.e., include non-psychotic conditions) have fewer negative stereotypes of mental illness than do those who define it more narrowly and whether that association has changed over the period under study. The fact that definitions have broadened at the same time negative stereotypes have increased suggests that the association between the two must have changed. This is confirmed in Figure 1 , which contains two Note: The interaction presented in the Figure ( descriptions of psychosis by year of interview) was tested in a logistic regression and was found to be significant at the .05 level (two-tailed test).
mediate a reduction in negative stereotypes, because there was no reduction. This was confirmed by logistic regressions predicting mention of violence from year of survey, before and after controlling for mention of psychosis. The odds that a respondent in 1996 would mention violence in describing a mentally ill person were 1.8 times the odds that a 1950 respondent would mention violence. When mentions of psychosis were entered into the equation, the adjusted odds ratio increased to 2.3. Thus, without the broadening of definitions of mental illness that occurred between 1950 and 1996, it appears that perceptions of violence would have increased even more than they did.
Sociodemographic Characteristics, Definitions of Mental Illness, and Perceptions of Dangerousness
Finally, we assess the possible contribution of demographic transformations to the changes in mental-illness conceptions we have reported. We first examined the bivariate associations, separately for the two surveys, of mentions of psychosis and violence with education, family income, age, community size (using t-tests), race, and gender (using chisauare tests).
&1n the star survey, none of the sociodemographic factors was significantly related to mentions of psychosis or violence at the .05 level. Less educated @ = ,064) and non-white @ = .076) respondents mentioned psychosis marginally more often. Lower family income was marginally related to mentions of violence @ = .056).
In the GSS, education @ < .05) and race @ < .01) were significantly related to mentions of psychosis. Mean education was 1.42 for those who mentioned psychosis and 1.61 for those who did not (1 = high school degree; 2 = some college). Among non-white respondents, 45.3 percent mentioned psychosis, compared to 32.6 percent among whites. Family income was also marginally related @ = .102) to mentions of psychosis, with lower incomes among those who mentioned psychosis. None of the sociodemographic variables was significantly related to mentions of violence at the .05 level, although non-whites were somewhat more likely to mention violence @ = .078).
Although few of these associations were statistically significant, the pattern of findings is consistent with previous results and supports the idea that sociodemographic characteristics play some role in shaping conceptions and attitudes. Because the U.S. population has changed substantially since 1950 with regard to income, educational attainment, racial composition, and urbanicity, and because women are somewhat more prevalent in the 1996 sample, one or more of these variables may have played a role in the changes observed in conceptions and attitudes. To evaluate this question, we performed a series of logistic regressions. Mentions of psychosis and violence were first regressed on year of interview only. We then added race and gender, educational attainment and family income, and community size to the equations in three successive blocks. Next we entered terms for interactions between year of interview and each of the sociodemographic variables. Recall that these analyses employ variables for education, family income, and community size that synthesize the Star and GSS coding schemes. Finally, to hrther evaluate the increased association between perceptions of pyschosis and of violence (first presented in Figure 1 ) while controlling for sociodemographic factors and changes, we add two additional steps to the series of regressions predicting mentions of violence. After the sociodemographic variables, we added mentions of violence and then a term for the interaction of mentions of psychosis and year of interview.
As Table 4 shows, there was a marginal @ < .lo) decrease in mentions of psychosis between 1950 and 1996. The magnitude of this association was increased slightly by the inclusion of race and gender and then more than halved and reduced to non-significance by the inclusion of education and family income. The addition of community size to the equation had little impact on the coefficient for year of interview. Race was the only sociodemographic variable that was significantly associated with mentions of psychosis in these equations, with non-white respondents mentioning psychosis significantly more frequently than whites @ < .05 in the final model). When each sociodemographic variable was entered alone with year of interview (not shown in Table 4 ), higher educational attainment and white race were significantly associated with fewer mentions of psychosis @ < .01), family income was marginally associated with fewer mentions @ < .lo), and neither community size nor gender was significantly associated with mentions of psychosis. None of the interactions between year of interview and sociodemographic factors was statistically significant (not shown in tables). In summary, it appears that broadened definitions of mental illness were mediated to some degree by increases in socioeconomic status and that definitions might have broadened even more in the absence of increasing racial diversity. There is no indication that increased urbanization or a greater proportion of women in the GSS sample played a role in the modest broadening of definitions of mental illness between 1950 and 1996, nor is there any indication that the sociodemographic correlates of conceptions of mental illness changed over this time period.
As shown in Table 5 , mentions of violence increased significantly between 1950 and 1996 (p < .05). The addition of race and gender reduced the size of the coefficient for year of interview somewhat, the subsequent addition of education and family income increased it beyond its original value, and the addition of community size reduced it again slightly. None of these additions, however, changed the statistical significance of the association between year of interview and mentions of violence. Moreover, in the final model, none of the sociodemographic factors was significantly associated with mentions of violence. When each of the sociodemographic variables was entered alone with year of interview (not 2 3 -.265+
-. 107 -.lo1
shown in Table 5 ), only race was marginally associated (p < .lo) with mentions of violence, whites mentioning violence less often. None of the interactions between sociodemographics and year of interview was significant (not shown in Table 5 and not included in subsequent steps shown in columns 5 and 6). Thus, unlike the situation for definitions of mental illness, changing demographic profiles did not appear to play a noteworthy role in increased perceptions of violence between 1950 and 1996. What does play an important role in increasing perceptions of violence is the changing relationship between mentions of psychosis and violence. Columns 5 and 6 confirm that, as indicated graphically in Figure 4 (without controls for sociodemographic factors), mentions of psychosis are significantly associated with mentions of violence (p < .001) and that the two are more strongly associated in 1996 than in 1950 (p < .05).
DISCUSSION
Researchers in the 1950s painted a bleak picture of public orientations toward mental illness-people defined mental illness in narrow and extreme terms, and attitudes were fearful and rejecting. Several factors, including increased utilization of mental health services, greater disclosure of mental health problems by public figures, and empirical findings Mentions psychosis x year Chi-square df +P < .lo; * P < .05; ** P <.01; *** P < ,001 (two-tailed tests) Note: Numbers in parentheses are standard errors.
regarding public conceptions and attitudes, suggest that this situation may have changed significantly, but no study has directly compared public beliefs and attitudes over this time period. We were able to make such a comparison by analyzing responses to an identical question asked in the same manner of nationally representative samples in 1950 (Shirley Star's study, "Popular Thinking in the Field of Mental Health") and 1996 (the General Social Survey's Mental Health Module).
Our results suggest that the public's conceptualization of mental illness has broadened somewhat such that psychosis dominated people's descriptions of mental illness to a lesser extent in 1996 than in 1950. It is not clear to what extent this broadening reflects a closer alignment with psychiatric conceptions: The percentage of respondents mentioning anxiety or mood problems (very common disorders according to epidemiological data; Kessler et al. 1994 ) decreased, and there was a large increase in the percentage of respondents who referred to non-specific social deviance and to behaviors or problems that do not fit any of the diagnostic-related syndrome groupings ("other non-psychotic"). Yet we did find that the traditional stereotype of psychosis played a smaller part in respondents' descriptions of mental illness in 1996 than it did in 1950. The findings thus support the idea that, overall, mental illness is now conceived of as something less alien and less extreme than it was in 1950.
However, the significant increase in mentions of dangerousness in respondents' descriptions of mental illness-nearly doubling between 1950 and 1996-is difficult to fit into a picture of normalization or increased acceptability of mental illness. A potentially important clue to this incongruity is found in the fact that mentions of dangerousness only increased among respondents who include psychosis in their descriptions of mental illness. Americans are now less likely to describe psychosis when asked about mental illness, but if they do they are much more likely to include dangerousness as part of their description. This change was not attributable to changes in the sociodemographic composition of the U.S. population, nor were mentions of violence limited to, or even significantly more frequent in, any particular sociodemographic groups.
Before discussing the implications of these results, we would like to consider some strengths and limitations of our analysis. Several strengths in the data give us confidence in the validity of the findings. First, the administration and analysis of the two surveys were very comparable: both surveys used a national probability sample and face-to-face interviews of about the same length; the same question was repeated verbatim at both time points; the same coding scheme was used by the same coders. The use of an open-ended question potentially has both advantages and disadvantages. Because it asks people to speak "off the cuff," we believe this type of question has the potential to circumvent, to some degree, the social desirability bias that has been shown to influence expressed attitudes toward mentally ill people when measured with fixed-response survey items (Link and Cullen 1983) . On the other hand, the analysis of this type of question relies on raters' judgments, which raises questions of reliability and validity. However, the inter-rater reliability of the rating categories we examined was high. Moreover, evidence for construct validity is offered by the fact that perceptions of violence were more common among those who defined mental illness in terms of psychosis and by the pattern of (modest) associations of sociodemographic characteristics with definitions of mental illness and perceptions of violence.
One methodological difference between the two surveys is a potential source of bias. The question analyzed here was preceded in the GSS study by a Star-type vignette describing either schizophrenia, major depression, alcohol dependence, cocaine dependence, or a person with non-clinical problems and worries. The vignette was followed by a series of questions including the likelihood that the problem described is a mental illness and the likelihood that the person described might be dangerous. In the Star survey, our question was not preceded by any other questions about mental illness. Thus, there is the possibility that the vignette influenced the type of syndromes described by respondents and/or their tendency to mention violence. However, there are several indications that the preceding vignettes were not an important source of bias. Regarding the types of syndromes mentioned, the diagnosis assigned in the vignette was not significantly associated with the syndromes described by respondents in the open-ended question, as assessed with a chi-square test. Notably, even though roughly 40 percent of respondents received a vignette describing substance dependence, only six of the entire sample mentioned alcohol or drug problems in their description of mental illness. Nor did the particular vignette respondents received significantly influence their tendency to mention violence. A filrther concern is that asking whether the vignette subject might be dangerous could increase the tendency to mention violence in response to the open-ended question for all the 1996 respondents. However, the fact that the increase in mentions of violence was restricted to respondents who described mental illness in terms of psychosis argues against such a bias.
Confounding could be a problem if it were something about the type of person who describes mental illness in terms of psychosis that leads to mentions of violence rather than the psychosis concept itself. Arguing against this possibility, however, is the fact that perceptions of dangerousness were not significantly related to any of the sociodemographic variables at either time point. Also, in the vignette experiment component of the 1996 survey, in which descriptions of different psychiatric disorders were randomly assigned to respondents (eliminating the possibility of confounding), the person described with symptoms of schizophrenia was perceived as nearly twice as likely (61% vs. 33%) to be violent as the person with major depressive disorder.
One notable limitation is that we have only one type of measure of negative perceptions and stigma, namely spontaneously mentioned perceptions of dangerousness and other frightening characteristics. Although these are core features of the stigma of mental illness (Jones et al. 1984) , and although perceived dangerousness is strongly related to social distance from persons with mental illness (Link et al. 1987; Link et al. 1999) , it would be very desirable to test the generalizability of these findings to other measures of stigma, such as social distance or direct queries (as opposed to spontaneous mentions) concerning dangerousness.
Overall, we believe evidence for the validity of the present findings is reasonably strong, and we believe that they represent the best available data pertaining to historical changes in public definitions and conceptions of mental illness and in negative stereotypes and stigma. We now turn to a discussion of the implications of the results.
Our finding of increased perceptions of dangerousness was unexpected and appears at odds with other indications of decreased stigma. How can these facts be reconciled? One possibility is that acceptance of mental illness has not increased. Increased utilization of mental health services may be due to other factors, such as broadened definitions of mental illness or greater availability or affordability of treatment. Disclosure of mental illness by public figures may reflect an effort to destigmatize mental illness rather than an indication that that goal has been realized. Rather than reflect-ing true attitude change, apparent trends in the findings of empirical studies may reflect either methodological differences between studies or the expression of changing socially appropriate attitudes (Rabkin 1 974) .
A second possibility is that other dimensions of stigma have abated even though perceptions of dangerousness have increased. This seems unlikely, however, given the strong association between perceived dangerousness and social distance (Link et al. 1987 .
A third possibility is that gains have indeed been made in terms of normalization and public acceptance of less severe mental illnesses but that these gains do not generalize to people with psychosis. Such a possibility is consistent with the dramatic distinction, in our results, between descriptions of psychotic and nonpsychotic syndromes and their divergence over time. Mentions of dangerousness more than doubled between 1950 and 1996 in descriptions involving psychosis, whereas mentions of dangerousness decreased for non-psychotic syndromes. Perhaps it is the case that less severe problems-depression, anxiety, problems coping, problems functioning-are increasingly seen as something that is part of life that can happen to anyone, as something that one can be somewhat open about, while psychosis remains alien, stigmatized, something to be concealed when it occurs in oneself or one's family (Link et al. 1989; Phelan, Bromet and Link 1998) , and something to be feared in others. Perhaps people with less severe forms of mental disorder do increasingly belong to "us," while people with psychosis remain "them."
If we re-examine the indicators of decreased stigma referred to earlier in light of this distinction between psychotic and non-psychotic disorders, we see that those indicators reflect the less severe, non-psychotic illnesses. Increased utilization of mental health services is primarily for non-psychotic problems. Notable instances of public disclosure have been for mood rather than schizophrenia-spectrum disorders. Research results suggesting a decrease in social distance have generally asked respondents about "mentally ill" people, a label that is apparently increasingly applied to those with non-psychotic illnesses (Crocetti et al. 1974; Rabkin 1974) . These facts are consistent with a scenario in which there has been a real move toward greater acceptance and less negative views of mental illness, but a move that has left behind the most seriouslv illthose with psychosis-who are viewed with greater fear than they were half a century ago.
If it is true that some mental illnesses, but not those involving psychosis, have gained acceptance in our society, this is not in itself a bad thing. Overall, it represents progress, because it improves the lives of people with less serious disorders. The danger is in obscuring stark differences in perceptions of the two tiers of mental illness, attitudes which appear to have had very different lives and trajectories over the past half century. Thus, if we look at changing orientations toward less severe mental illnesses, we may falsely conclude that attitudes toward severely mentally ill people have also improved. Results of research on attitudes toward a general concept of "mental illness" may also obscure this distinction.
While it remains unclear whether the social climate for people with non-psychotic mental illnesses has improved, what our results show clearly is that the climate has not improved for people with psychosis. Perceptions that such people are dangerous increased nearly two and a half times since 1950 to a point that, in 1996, nearly one-third of respondents spontaneously volunteered the idea that psychotic persons may be violent. The stereotype of the-violent psychotic person has become stronger in our society than it was in the time when researchers first pointed out and lamented the existence of such negative stereotypes. This is a serious set-back for people with psychosis. The practical importance of this result can be underscored by noting Link et alia's (1987 Link et alia's ( , 1999 finding that perceptions of dangerousness are a key factor in determining the degree of social distance the public desires from a person with a mental illness. Thus, increased perceptions of dangerousness are likely to have a very real impact on the personal, social, and economic opportunities of people who have or who have previously experienced psychosis (Link et al. 1989 ).
An obvious question is why this negative stereotype has not decreased or remained steady, but has actually significantly increased. Two particularly salient possibilities are the effects of the media and of de-institutionalization. It has been clearly documented that negative stereotypes (including dangerousness) of people with mental illnesses abound in the media (Wahl 1995; Signorelli 1989; Steadman and Cocozza 1978) . However, in the GSS (the only survey for which these data were available), mentions of dangerousness were not significantly related to the frequency of reading the newspaper or of watching television. Two caveats are important here: First, each media exposure variable was measured with a single question, and the reliability of the measures and the particulars of the media exposure are unknown; second, to attempt to assess the effects of changes in exposure to negative media messages over time by looking at variations in media exposure at the present time may be an instance of a "type I11 errorH-getting the right answer to the wrong question (Schwartz and Carpenter 1999) . In particular, television was not part of our culture in 1950, and now its influence is ubiquitous. Current variations in television viewing may not be able to mimic that massive cultural change.
De-institutionalization is a second potential reason for increased perceptions that mentally ill people, particularly those with psychosis, are dangerous. One consequence of de-institutionalization is that exposure to mentally ill people who often experience psychosis and often appear disheveled and behave in bizarre and incomprehensible ways has become a salient aspect of urban life. A positive association between community size and perceived dangerousness-particularly in the 1996 sample-would provide indirect evidence for the idea that increased perceptions of dangerousness result from greater exposure to mentally ill people who are perceived as frightening. Our data indicate, however, that community size was unrelated to perceptions of dangerousness at both time points. Using more direct data on contact and perceptions of dangerousness from a nationwide survey of 1,507 Americans conducted by Link et al. (1994) , we examined the possibility that members of the public who report more impersonal contact or negative contact with mentally ill people (measured with two single items) would regard them as more dangerous (measured with a seven-item scale; alpha = .77). Contrary to this reasoning, respondents who reported frequently seeing people in public who seemed to be mentally ill or seeing homeless people making gestures or talking to themselves were significantly less likely to perceive mentally ill persons as dangerous (p < .001 and p < .05, respectively). Thus, the very limited data available to us provided no support for the influence of de-institutionalization on increased perceptions that mentally ill people are dangerous. Ironicallv. there is some evidence that the ''dangerous to self or others" criterion for involuntary commitment may have played a role in strengthening the stereotype of the dangerous psychotic . We emphasize again, however, that these analyses are far from decisive and that it remains a challenge for future research to explain why the stereotype of a dangerous psychotic person has become stronger today than it was in 1950. For now, it is important that we recognize that the stereotype has become stronger.
Despite the possible increased acceptance of the less serious mental illnesses, which may indeed increasingly be viewed as "illnesses like any other," our findings suggest that fear and stigma directed at the most serious mental illnesses are, in some very important respects, stronger than they were 46 years ago. While the term "mental illness" is now less likelv to bring to the minds of Americans the picture of a person with psychosis, something has occurred in our culture over the past half century that has increased the connection between psychosis and violence in the public mind. Whatever that something is, it has had this effect despite our best efforts to achieve exactly the opposite result. Research is required to identify the precise source of these unfortunate stereotypes, and advocacy is required to change them. In the absence of such efforts, the lives of people with the most serious mental illnesses will continue to be complicated by the injurious effects of stigma and rejection. NOTES 1. The "Star vignettes" describe hypothetical individuals meeting criteria for various psychiatric disorders, as defined by the psychiatric profession, and ask respondents questions about the individual, including the likelihood that the individual has a "mental illness." Versions of these vignettes, adapted to reflect current psychiatric definitions, were also included in the 1996 GSS Mental Health Module (see Link et al. 1999 and Pescosolido et al. 1999 for analyses using the vignettes). However, they were not well suited to track changes in cultural conceptions over time because the vignettes were not repeated verbatim. 2. By referring to non-psychotic disorders as less severe or serious, we do not mean that they are not serious or that they are necessarily less distressing to the ill person than is psychosis. Rather, we refer to what we believe are public perceptions that psychosis is a more extreme deviation from normal psychological functioning. 3. This meant that there were no callbacks for potential respondents who were not at home or had refused on the first call at a dwelling unit. However, refusal rates in the early years of survey research were substantially lower than they are now; consequently, the ultimate quality of the sample is probably as good or better than many samples used by social scientists today. Evidence for the representativeness of the Star sample is provided in Table 1 . 4. The GSS included those 18 to 20 years old, whereas Star only sampled persons 21 or older. In our sample, there were 22 (3.3%) GSS respondents between the ages of 18 and 20, whom we have included in the results reported here. However, all analyses were re-run excluding those 22 respondents, and those results do not differ in any notable respects from those we report. 5. Most of the missing or non-usable responses in the GSS were not refusals to answer. but rather reflect the respondent's inability to answer the question (e.g., "I don't know-I don't know anyone like that") or a response (e.g., "hopefully they're getting help") that was not codable for syndromelproblem category, for symptomslmanifestations, or for either. For syndromelproblem category, 5 1 percent of *the nonmable responses were of this non-codable type, and for symptomslmanifestations, 69 percent were of this type. Because of the substantial proportion of missing data for these core variables (7.8% for syndrome and 12.1% for symptoms), we attempted to determine whether some kinds of respondents were less likely to provide usable data than others. Specifically, for each variable we logistically regressed a dichotomous variable (usable vs. missing data) on gender, age, race, education, family income, and community size. In both cases, all associations between respondent characteristics and usable responses were non-significant and extremely weak. Thus, at least in terms of sociodemographic characteristics, we find no evidence that willingness or ability to describe "mental illness" (and consequently inclusion in our analyses) is systematically related to respondent characteristics. 6. In subsequent analyses presented here, we assess conceptions of mental illness in terms of whether the respondent describes psychosis rather than whether they describe only psychosis. However, all analyses were run with both measures. and the two sets of results do not differ in any important respects. 7. If suicidal tendencies are omitted from the analysis, the percentage increases from 5.7 in 1950 to 9.3 in 1996 (p < .05). 8. As noted previously, up to three diagnostic categories and up to three symptomslmanifestations could be coded for each respondent. In the GSS, somewhat fewer symptomslmanifestations were mentioned per respondent (mean = 2.09) than in the Star survey (mean = 2.54), and slightly more diagnostic categories were coded per respondent (mean = 1.48 for GSS vs. 1.37 for Star). Thus, if we compute the percentage of all symptomslmanifestations mentioned in a given year that indicate violent or frightening symptoms, rather than the percentage of respondents who mention such symptoms, the increase in mentions of violent and frightening symptoms between 1950 and 1996 is even greater than reported in Table 3 . For descriptions of violent psychoses, this same kind of adjustment results in a slightly smaller increase between 1950 and 1996. However, this increase in the percentage of diagnoses coded that indicate violent psychoses is still significant at the .05 probability level. 9. We were concerned that mentions of violence might be more frequent among respondents who describe mental illness in terms of deviant behavior (a category which also includes antisocial behavior and substance abuse), that many respondents might mention both psychosis and socially deviant behavior, and that these relationships might at least partially account for the association between mentions of psychosis and mentions of violence. However, mentions of violence were not elevated among respondents whose descriptions were categorized as indicating socially deviant behavior. Moreover. there was no tendencv for the categories of psychosis and antisocial1 deviant behavior to co-occur. Rather, respondents whose answers were categorized as indicating psychosis were less likely to be categorized as antisocial/deviant.
